Recurrent meningitis in the absence of an identifiable causative organism or anatomical source is a difficult diagnostic challenge for any infectious disease consultant. We 
performed which included cultures for leptospira, serology for syphilis (VDRL), and a brain scan, all of which were negative. Tuberculin skin test was negative, with a positive control. India ink stains for cryptococcal organisms, acid-fast smears, and viral and mycobacterial cultures of the CSF were also negative. After her third episode in 1966, she had additional laboratory evaluation, including serum complement levels and serum protein electrophoresis, which were completely normal. (Fig. 1) . The radiologists provided the following differential diagnosis: meningioma, ependymoma, choroid plexus epitheloma, lymphoma, or metastatic lesion. The patient opted to have the potentially offending lesion removed. A PHYSICIAN: I would rather experience benign episodes of meningitis every few years than have brain surgery. I am curious about what led to your referring her for surgery. DR. FRIEDEN: She had severe chronic headaches and was willing to undergo the procedure in the hopes that her headaches would resolve. The patient was evaluated and operated upon by Dr. Joseph Piepmeier. A right parietal craniotomy was performed for resection of the lesion in the left lateral ventricle. In the anterior portion of the ventricle a large vascular structure was found attached to the choroid plexus. This became tangled posteriorly and was attached to a more globular structure which was purple in color and quite vascular. The choroid was stripped from the choroidal fissure and was removed with the lesion as a single block of tissue. Frozen section revealed tissue suggesting a vascular malformation. DR. GEOFFREY H. MURDOCH (Associate Research Scientist, Neuropathology): This lesion, a cavernous hemangioma, is not uncommon, but its intraventricular location is somewhat rare. None of the attendings in neuropathology have previously seen one in this location. A recent review described a total of only 19 cases [3] . The lesion measured two centimeters in diameter. It was bright red in color with a raspberry-like appearance and was attached to a stalk of choroid plexus. Microscopic examination revealed the characteristic features of a cavernous hemangioma: blood-filled cystic spaces separated by endothelial-lined thin fibrous septae. There are some feeding arteries with characteristic elastic laminae, but the lesion itself does not consist of conventional vascular structures (Fig. 2) .
Vascular lesions of the choroid plexus are not particularly uncommon. In the older literature they are simply referred to as angiomas without specific details or type mentioned. The majority are arterio-venous malformations or venous angiomas, both of which usually have sufficient blood flow to be detected by angiography or contrastenhanced computerized tomography. Cavernous hemangiomas, which are less common, have relatively stagnant blood flow and often escape detection by these techniques. Gadolinium-enhanced MRI scanning appears more sensitive but is still being evaluated. [4, 5] , Lyme disease [6] , drug-induced aseptic meningitis [7] , and various tumors. Tumors which may present in this fashion include meningiomas, teratomas, and hemangiomas. Mollaret [10] . The patient experienced five distinct episodes of aseptic meningitis. These were characterized by polymorphonuclear pleocytosis with elevated CSF protein and low CSF glucose concentrations associated with a cystic teratoma at the level of the conus medullaris. Kelleher et al. described recurrent meningitis associated with a meningioma located in the mastoid cavity [ 11] ; however, the recurrent meningitis was of bacterial origin.
In the review by Chadduck et al. [3] , they reported 19 cases of intraventricular cavernous hemangioma, but there were no patients who presented with meningitis. Two patients described elsewhere resemble our patient, however. Dell'Acqua described a patient with recurrent meningitis associated with a hemangioma of the third ventricle [12] . This 36-year-old woman had two episodes of fever, meningismus, and CSF pleocytosis. Three years previously she had developed a left seventh nerve palsy and chronic headaches. Her CSF showed lymphocytic pleocytosis. The patient apparently died of complications resulting from obstructing hydrocephalus. Tegeris and Brandiss described a patient with what appears to have been a cavernous hemangioma [13] . The patient presented with chronic meningitis, elevated CSF protein (277-2,100 mg/dL), markedly low glucose (0-64 mg/dL), and up to 30 lymphocytes/mm3. Autopsy revealed a 2.5 cm hemangioma arising at the cerebellum and located in the cerebellomedullary cistern.
Although we have removed a pathological cerebral lesion, we do not have definitive proof that it was the cause of recurrent meningitis over the past 24 years. The patient was healthy for as long as seven years between episodes, and we will have to wait at least that long before concluding that we have eradicated the cause of her symptoms.
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Nine months after her resection she remains healthy, and her chronic headaches have resolved. The case clearly demonstrates the benefits of applying newly developed, more sensitive imaging techniques to a long-standing case of recurrent aseptic meningitis.
